T he literature has increasingly focused on the health of transgender people, those whose gender identities do not correspond with their sex assigned at birth. 1 Internationally and domestically, mounting evidence indicates that HIV is a concentrated epidemic among transgender people, primarily transgender women of color, 2 similar to that among men who have sex with men. 3 The Na- 4 Although the CDC has not yet reported HIV surveillance data for transgender people (who have been classified as men who have sex with men), it published data, beginning in 2000, indicating that transgender people are at high risk for HIV/AIDS and that many may be living with HIV. 5, 6 The CDC introduced a transgender response option to its HIV testing demographics and reports that from 2008 to 2013 transgender persons had higher seropositivity rates (range = 1.7%-4.7%) than did cisgender (nontransgender) men (range = 0.9%-1.4%) and women (range = 0.2%-0.4%). 7 Because discrete core surveillance data are not reported, much of what is known about HIV infection among transgender persons has been gained through urban health department and community-driven needs assessment surveys and risk behavioral studies, using mostly convenience sampling. The CDC conducted a meta-analysis of these studies and estimated an HIV prevalence among transgender women of almost 12% among participants in 18 studies who self-reported their HIV status. 8 However, the estimated HIV prevalence among those tested in four studies was nearly 28%, suggesting that 45% to 65% of transgender women living with HIV are unaware of their HIV status. This places about half of transgender women living with HIV among the 13% of persons living with undiagnosed HIV infection in the CDC's most recent estimates. 9 In previous research, African American and Latina transgender women were found to have the highest HIV prevalence rates: as high as 63% 10 and 50%, 11 respectively. Furthermore, young transgender women of color may be particularly vulnerable to HIV infection. 12 Despite the high rates of HIV prevalence and risk behaviors research has identified, there is increasing evidence of treatment disparities among transgender women living with HIV/AIDS. According to 2014 data from the Ryan White HIV/AIDS Program (RWHAP), only 5567 transgender persons nationwide received RWHAP services, with the majority (88%) being transgender women. 13 Although retention in HIV care for transgender adults and adolescents receiving RWHAP services was close to the national program average (78.4% vs 80.4%) viral suppression among transgender people living with HIV was lower than was the national RWHAP average (74.0% vs 81.4%). It should be noted that people living with HIV who receive care from RWHAP-funded providers have better health outcomes than national estimates.
There is also considerable evidence that transgender people experience barriers when attempting to access health care, including discrimination by health care providers who have denied medical care to transgender people.
14 Past experiences with provider insensitivity and hostility can produce an intense fear of disclosing transgender status, causing many to avoid the health care system.
14 High rates of joblessness and poverty among transgender people, especially those of color and transgender youths, often result in a lack of health insurance or in underinsurance. 14 The nine demonstration projects were conducted at community (n = 4) and clinical (n = 5) sites. There were many commonalities among the interventions. Table 1 shows the intervention mix of all activities at each site, including interventions funded by SPNS, interventions not funded by SPNS, and referrals offered to other services. The SPNS-funded interventions were not intended to be standalone interventions and were meant to "float" on top of an organization's existing structure and programs. Some of the intervention activities were completely new additions to a demonstration site's current programming, and some resulted in an agency implementing more intensive programming than was previously offered.
All sites employed one or more theories that served as a foundation for intervention development and implementation, considering the unique experiences of transgender women of color in their jurisdictions. Many sites grounded their interventions in social cognitive theory, 16 social learning theory, 17 or the transtheoretical model of behavior change. 18 Other interventions were rooted in theories of gender and power, 19 syndemic theories, 20 or critical race theory. 21 Other philosophies that guided interventions included motivational enhancement, 22 behavioral economics, 23 the patientcentered medical home model, 24 and strength-based service provision. 25 The demonstration sites developed and implemented innovative interventions to specifically address these health disparities. Table 2 illustrates the specific intervention activities that sites adopted and the HIV continuum of care stage addressed by each activity. For example, one of the most common intervention activities was community outreach. Sites' community outreach activities typically addressed the identification and linkage stages, but one site also promoted antiretroviral therapy adherence via outreach activities. Typically, the interventions included three key elements: (1) culturally competent services, including linkages, referrals, advocacy, provision of HIV care, and hormones; social and emotional support; health education; and access and referrals to address unmet immediate needs; (2) supportive messages that contribute to health literacy and personal and community development; and (3) increased social support, which was achieved by cultivating caring relationships and interactions between staff and transgender women of color, among intervention participants, and between transgender women in the interventions (taking on roles of advocates and educators) and positive peers in their communities not receiving HIV care.
INTERVENTIONS AT COMMUNITY SITES
The SPNS initiative funded four demonstration sites at community agencies that do not provide direct medical services. These sites partnered with local clinics to provide gender-affirming and HIV-related health care. 
BIENESTAR Human Services, Los Angeles

INTERVENTIONS AT CLINICAL SITES
The SPNS initiative also funded five demonstration sites 
Howard Brown Health, Chicago
Howard Brown Health is a federally qualified health center that provides comprehensive primary medical and behavioral health care and ancillary services to the lesbian, gay, bisexual, and transgender community. Funding from the SPNS initiative allowed Howard Brown Health to launch a twice monthly evening drop-in clinic, called After Hours, for transgender and gender nonconforming people. After Hours includes walk-in access to primary medical and behavioral health care, hormone therapy, sexual health and sexually transmitted infection testing and treatment, linkage to HIV care, case management and resource advocacy, and a trans-only community space.
Additionally, Howard Brown Health developed a trans-specific outreach program and strengthened two ongoing support groups. The SPNS-funded program also included an agencywide initiative to assess and improve trans-affirmative care and revised Howard Brown Health's hormone therapy protocol to provide greater access.
Department of Public Health, San Francisco
The San Francisco, California, Department of Public Health is a local health department that provides a comprehensive primary care medical home tailored to the needs of low-income transgender persons. Funding from the SPNS initiative allowed the San Francisco Department of Public Health to partner with a local community-based organization to create the Trans Access Program. This project was designed to augment existing support groups and other services at a local transgender drop-in center and a transgender community mobilization HIV testing effort.
Trans Access provides weekly transgender and HIV primary care medical services at the community-based organization in a welcoming environment with an established transgender community footprint and credibility. The project also offers peer navigation services in addition to other comprehensive wraparound services. Additionally, Trans Access conducts community outreach, linkage to care services, and a transgender leadership and speakers bureau. 
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CONCLUSIONS
Through the SPNS demonstration project initiative to enhance engagement with and retention in quality HIV care for TWOC, the Health Resources and Services Administration emphasized the three primary objectives outlined in the original US National HIV/AIDS Strategy: to reduce new infections, to increase access to care and improve health outcomes for people living with HIV, and to reduce HIV-related health disparities and health inequities. The HIV epidemic among TWOC is a prime example of HIV-related health disparities caused by a complex intersection of multiple stigmas (e.g., transphobia, racism, sexism, HIV, sex work); substance use; recurrent incarceration and victimization in the criminal justice system; homelessness and marginal housing; relationship and other forms of violence; institutional inattention, indifference, and mistreatment; mental health issues; lack of economic opportunities; and other challenges.
Reports on the findings, best practices discovered, and lessons learned from this initiative to improve linkage and retention in HIV primary care for TWOC are expected to begin in 2017, and they will serve to inform future policy and practice for programs working in transgender communities of color. Successful scale-up of the interventions will take high levels of commitment, enthusiasm, patience, persistence, and expertise to work through all the cooccurring barriers to health care engagement so we can effectively engage TWOC living with HIV with high-quality, culturally competent HIV primary care.
